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[ ntroduction

Thi s concept paper describes a new addiction treatnent program
for the Washington, DC netropolitan area, mnmandated by Public Law
102-321 - July 10, 1992.

In responding to the requirements of the legislation, two
priorities have been addressed. The first is to create a nodel for
the National Capital Area which will provide high-quality,
conprehensive, cost-effective treatnment for addiction to al cohol
and ot her drugs for high-priority addicted people throughout the
metropolitan area. The second priority is to create a new service
delivery nodel that can be used by other comrunities in the United
States to fund addiction treatment with scarce public funds.

In developing this concept paper, the service delivery
mechani sns for drug and al cohol addiction treatnent in the public
and private sectors over the past 20 years have been revi ewed, and
t he nost desirable features of each have been combined to create a
new approach to deliver the best possible addiction treatment.

.  General Background

A, Legislation

On July 10, 1992, Public Law 102-321 authorized the Secretary
of Health and Human Services (HHS) to establish a denonstration
programin the National Capital Area for a "Model Conprehensive
Program for Treatnent of Substance Abuse" (Public Law 102-321).
(See Appendix A for the full text of the legislation.) The
| egislation requires (1) that all individuals who seek and would

benefit fromtreatment should receive it; (2) enployment education



rel apse prevention, and parental involvenent; (3) accessible
treatnent location; (4) priority to intravenous drug users,
pregnant woren, the honel ess, and residents of public housing; (5)
child care to wonmen seeking treatment; (6) outreach activities to
promote treatnent; (7) case nanagenent, including public health,
nmental  heal th, and social services; (8) efficient public
information, coordination, and adm nistration of the treatnent
services; and (9) establishment of staff certification standards
and qual ity prograns.

Gant eligibility is accorded to general -purpose |ocal
governnent or other public or nonprofit private organizations
within the national capital area. Mtching funds of $1 non-federa
contributions to each $2 of federal funds are required. Non-
federal contributions may be nonetary or in-kind services,
equi pnent or facilities.

The Secretary of HHS will independently evaluate the
ef fectiveness of the nodel treatnment program The extent to which
high-quality, «client-oriented, coordinated and accessible drug
treatment is available across jurisdictional lines will determne
its suitability as a nodel for other areas of the United States.
The nodel treatnent programw ||l be evaluated for its ability to
inprove client retention, provide accessible services, retain
quality staff, reduce relapse to drug use, and provide a full range
of drug treatnment and rel ated health care and social services.
| nnovat i ve nmethods for overcom ng the resistance of community

residents to establishing treatnent facilities wthin the



communities will also be evaluated. Oher evaluations may al so be
required.

B. National Capital Area

The national capital area (as described in the Iegislation)
includes the 8 political jurisdictions in Washington netropolitan
area of the District of Colunbia, the counties of Arlington and
Fairfax and the cities of Alexandria, Falls Church and Fairfax in
Virginia; and the counties of Mntgonery and Prince CGeorge's in
Maryland.  The netropolitan area enconpasses 1480 square miles.

In 1990, the total population of the National Capital Area was
3,223,098. The population of the District of Colunmbia was 606, 900;
Arlington County, 170,936; Fairfax County, 818,584; the Cty of
Al exandria, 111,183; Falls Church, 9,578; Cty of Fairfax, 19, 622;
Mont gonery County, 757,027; and Prince George's County, 729, 268.

C. Current Treatment Providers

Current al cohol and drug abuse treatnent prograns in the
national capital area include a |arge nunber of both public and
private providers. Al cohol and drug abuse treatnent prograns are
operated by city or county agencies, nedical and psychiatric
hospitals, and private non-profit and for-profit organizations.
Each jurisdiction contains a substantial variety of alcohol and
drug abuse treatment prograns in each of these categories. These
include, but are not limted to, medical and social detoxification
facilities, short-terminpatient prograns, residential treatnent
(therapeutic communi ties), day-treat nent, hal fway  houses,

outpatient nethadone nmintenance and drug-free programs, and



programs associated with the correctional system including DW,
probation and parole prograns focusing on addiction. Each
jurisdiction does not necessarily include each type of treatnent
program  Currently, a few of the jurisdictions purchase specific
services, for exanple, nedical detoxification, from providers in
nei ghboring jurisdictions.
II1. Discussion of the Devel opment Process

A The Unique Mandate Provided by Public Law 102-321

The 1992 | aw establishing this project provides a unique
foundation for the new denonstration substance abuse treatnent
program  The addiction treatnent program must meet the needs of
specific, defined high-risk clients suffering from serious
addiction to alcohol and other drugs. It nust serve the entire
metropolitan area. It nust seek out the best addiction care
avail able, and inprove the over-all quality of this care. The new
program nmust be built at a total initial cost to the federal
governnent of not nore than about $3 mllion annually. The
recipient of the contract funds nmust be an organization
representing the local jurisdictions in the Washi ngtonnetropolitan
area. The treatnent program nust strengthen, not supplant, the
best providers of addiction services in the area, as well as
stimulate the devel opment of additional services to underserved
addi cted populations. To succeed, the new program nust receive
wi de support fromthe federal government agencies dealing with

addiction treatnent, the various |ocal governnents, and the major



provi ders of al cohol and drug addiction treatnent within the
metropol i tan Washi ngton, DC area.

B. Project Organization and Advisors

In January, 1993, the Center for Substance Abuse Treatnent
(CSAT) awarded a small 90-day contract to the Institute for
Behavior and Health, Inc. (IBH to facilitate the devel opment of
the new addiction treatment project, leading to the publication of
an RFA by the Secretary of HHS

In fulfilling the terns of the contract, |IBH established
contacts with a wide range of the |eading public and private
provi ders of addiction treatnent in the netropolitan area, with the
Counci| of Governments (COG a private, nonprofit organization
representing the region's local governnments, and with COG s Drug
Intervention, Treatnent and Rehabilitation Commttee, conprised of
the substance abuse admnistrators in the COG nember jurisdictions.

| BH established a | ocal advisory conmttee and a nati onal
advi sory board to assist in the devel opnment of the plan. (See
Appendices B and C for the nanes of these individuals.) Many of
the nenbers of the |ocal advisory conmttee were |eaders in the
devel opment of addiction treatnent service delivery who have
remai ned | eaders at both the |local and national |evels for a
quarter of a century. They joined in this planning process because
they were challenged by the inportance of this task and excited by
the prospect of helping to create a new national nodel for drug and
al cohol addiction treatnent. The nmenbers of the national advisory

group were selected for their I|eadership and involvenent wth



current innovative, state-of-the art drug treatnent prograns and
practices.

C. Al'ternative Solutions to the Problem

IBH and the | ocal advisory committee considered three distinct
solutions to the problem posed by the |egislation:

L Block Grant to Augment Existing Programs. The first
approach considered was a nodified and targeted regional block
grant approach in which each of the 8 local jurisdictions would
receive a portion of the federal funds available through this
project to augnent addiction treatnent in their communities. This
new funding would be adm nistered by a central contracting agency
in such a way that the funding would be proportional to popul ation
and only would be used to enhance available treatnment services by
treating nore people or by inproving existing treatnent services.
The advantages of this approach are its sinplicity and the ease and
| ow cost with which it could be adm nistered. On the other hand,
there are obvious disadvantages to this approach. It does not
create a new nodel program and it is be difficult to adm nister
the programin such a way as to inprove the quality or quantity of
care provided for addicted people provided in the netropolitan area
since there are no obvious paraneters by which these
characteristics could be assessed reliably and objectively.

2. New Exenpl ary Addi ction Treatnent Program The
second approach consi dered was the devel opnent of one or several
smal | nodel addiction treatnment prograns. This approach woul d

create clearly identifiable new nodel addiction treatment prograns



whi ch m ght be able to provide uniquely high quality addiction
treatment services. However, the legislation requires that the
needs of high priority clients throughout the netropolitan area be
met by the new program necessitating geographically diverse
treatment sites

Several drawbacks are inmmediately apparent to this approach.
Three mllion dollars a year spread over the entire nmetropolitan
area would fund treatment for relatively few people.
Transportation constraints would limt the services to a tiny
segnent of the region's popul ation of addicts. Addi tional ly,
starting entirely new addiction treatnment prograns would be
extremely difficult, taking a year or nore frominitial funding to
treating the first client. Moreover, this approach is conplicated
to adm ni ster and does not to enhance the quality of the current
drug and al cohol addiction services in the netropolitan area. In
fact, this approach creates new prograns conpeting with those now
in existence in the nmetropolitan area.

A nodification to this approach would better permt it to fit
into existing treatnent: a central agency would contract with
several existing treatnment prograns to enhance or extend their
services to additional clients by purchasing additional capacity as
measured in quality or quantity of services or both. This
modi fication supports a few sel ected addiction treatnment prograns,
but it does not create a nodel substance abuse treatnent program
and it would not benefit the vast majority of the addiction

treatment progranms which currently provide services to addicts in



the comunity. Additionally, it would be difficult to rationalize
fairly which current treatment programs woul d receive these added
funds. Decisions would have to be made in ways which at the very
|l east would not likely to appear to be fair or equitable.

3. Case Managenent Approach. The third approach considered
was the case managenent approach in which a central agency would
act as the sponsor of selected high priority addicted people in the
area and, using clinical case managenent techni ques, would nanage
their cases throughout the treatnment continuum In this nodel, the
current treatment programs would provide both intake and treatnent
services. The central case management agency would function nuch
as an enpl oyee assistance program (EAP) or managed care provider or
an insurance company's utilization review manager to find the best
treatnent in the netropolitan area and to contain the cost of care
for each client.

The first priority, quality care measured objectively by
results, would be achieved by four quantifiable standards
traditional for addiction treatment: retention in treatnent;
freedom from the use of alcohol and other drugs nonnedically as
measured by urine, hair and breath tests; enploynent or other
appropriate role performance in the comunity; and freedom from
arrest on crimnal charges. The second priority for the new
program - cost containment - would stretch scarce public funds for
addiction treatment as far as possible, While enhancing the

services provided by existing area addiction treatment prograns.



This approach would permt the identification of the providers
of addiction treatment in the Washington metropolitan area with the
best results and the | owest costs. It would permt the use of the
full resources of all of the addiction treatnment and other health
and social service providers in an integrated, managed system
dedicated to nmeeting the individual client's high priority needs.
It would also permt a fair systemof priorities for client
adm ssion and treatnent selection based on neasurable factors such
as addiction severity, effectiveness of treatnment and costs of
care.

D. Sel ection of the Model

After careful consideration of each of these nodels, and sone
creative ways they coul d be conbined, the case managenent approach
was selected as the nost likely to fulfill the prom se of this
historic initiative in the nation's capital. The remainder of this
concept paper focuses on this nodel. The nodel holds the prom se
of neeting all of the objectives set out by the |legislation,
including the potential of being a national nodel in both the
public and private sectors, of being a catalyst to enhance the
quality of care delivered by current treatnent providers in the
comunity, and a way of identifying unmet treatnment needs in the
communi ty.

V. The Mdel Treatnment Program (MIP)

The Model Treatnent Program (MIP), will serve 8 political

jurisdictions in the netropolitan Washington, DC area. A central

adm nistrative office will provide overall coordination and fiscal



managenment ofthe program clinical outconme-driven case managenent,
on-going training for all treatnent providers in the metropolitan
Washington, DC area, and followup assessnents. Cients will enter
treatnent at wi dely dispersed existent public and private non-
profit intake facilities throughout the region. The central
admnistrative office wll identify, using treatnment outcone data,
those prograns that are providing high quality, reasonable cost
treatnent appropriate to each client. Providers who fail to neet
this standard will receive peer-based technical assistance to
enhance the quality of service delivery so that they can qualify
for MIP clients.

The MIP is designed to enable priority addicts (those fromthe
crimnal justice system pregnant addicts and addicted nothers, the
honel ess, residents of publicly assisted housing, and |V drug
users) with a potential for success in addiction treatnment to be
placed in the nost appropriate alcohol or drug treatment programin
the metropolitan Washington, DC area.

Potential clients may self-refer to the MIP or be referred by
the crimnal justice system (CJS), famly services, or other
referral agencies. Centralized, accessible, existent intake
centers in each jurisdiction will provide assessnent of each
client, using an MIP assessment instrunent.

The intake counselor will confer with an MIP clinical case
manager at the central adnministrative office. I f the individua
client neets eligibility criteria and treatnent capacity exists

within the MIP system the client, the intake counselor, and the
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MIP case manager will decide on the nost appropriate treatnent

program based on the specific needs assessment, program
availability and accessibility.

Once the client enters treatment, the case manager will follow
the individual's progress on a regular basis. Available treatnent
resources wll follow a continuum of care based on the client's
needs. Additional services required by specific clients wll be
managed by the MIP case nmanager

After the specified treatnment program is conpleted, or the
client leaves treatment before conpletion, followup assessnents on
each client will be conducted at 6 nonths, 1 year, and 3 years.
The MIP nodel is designed to provide useful evaluation data to
determ ne costs and benefits of various addiction treatnments for a
wide variety of addiction treatnents for a diverse client
population.  The followup function wll be carried out under a
separate contract related to the over-all MP eval uation.

MIP treatment providers will be encouraged to make full use of
the 12-step programs such as Al coholics Anonynous, Narcotics
Anonynous, and Al -Anon to enhance the quality of care and the
out cone results. Clients will be encouraged to participate in
these nutual -aid prograns of recovery after treatnent is conplete.
However, the MIP is mndful of the unsettled state of research wth
respect to the role of these nutual-aid prograns in |ong term
recovery, so one of the major features of the MP outcone study

will be the correlation between 12-step program participation and

outcome results. TwWo other critical features of the MIP study
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design are first that use and non-use of alcohol and other drugs
will be systematically and objectively assessed by regular testing
in treatment and during the three-year followup after treatnent,
and second that the outcome assessnment will focus on four key
factors: program retention (or duration of treatnment), use of
al cohol and other drugs, enploynent or other productive activities
in the comunity, and crimnality. Each of these factors will be
regularly and objectively assessed for the MIP clients. In
addition, the MIP evaluation systemw || capture najor program
services delivered to each client on a weekly basis. It will be
possible to correlate outcomes with specific levels and types of
services provided to clients within various treatnent categories
and programs. In this way addiction treatment will not be treated
as a "black box" neasuring only outcome, but the specific services
delivered in each program will be correlated both with costs of
care and outcomes, both favorable and unfavorable, of treatnent.
This will permt identification of specific services which are
correlated with nore favorable outcones.

a. Central Admnistrative Function

The central admnistrative office of the MIP will serve both
as the agency contracting with the federal governnent, and also
negotiate contractual relationships with service providers and
others, as appropriate. This office will be responsible for all
fiscal managenent of the project, including tracking the matching

dollars as required under the provision of the authorizing
legislation. The office also will provide education and training
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to treatnent providers in the netropolitan Washington, DC
community, as well as information and technical assistance to other
comunities within the United States that are interested in
visiting the office to |earn nmore about the nodel program

O her functions of the central admnistrative office will be

L. Case/ Qut cones Managenent of Cients

The central admnistrative office will be responsible for the
active case managenent of clients (in contrast to the utilization
review characteristic of many of today's managed care providers)
i ncluding assignment (and re-assignment to a second treatnment
program if necessary) of clients to treatnment facilities, and
monitoring treatment progress on a weekly basis. This function my
be inplemented by staff of the primary contractor or may be sub-
contracted in whole or in part. It is expected that each case
manager will supervise approximately 75 clients. Each case manager
will specialize in managing a group of the targeted client
popul ations and will be responsible for making regular quality
assurance visits to specific treatment sites.

Treatment resources from the MIP will be expended only for
addiction treatnent, but the treatment prograns and the MIP case
managers will access related public and private services (such as
medi cal treatnment for non-substance abuse problens or vocational
rehabilitation services) to maximze the care of each client.

The MIP treatnent capacity will be allocated to the 8
jurisdictions in proportion to their populations as reported in the
1990 census. when the treatment allocation for a particular

13



jurisdiction is fully utilized, prospective clients from that
jurisdiction will continue to be accepted if there is unused MIP
capacity within another jurisdiction's allocation (essentially,
borrowing slots). The full MIP resources are to be utilized at all
times, though when slots are borrowed, the loaning jurisdiction
then has priority within the MP when new need arise. Priority
will be given to clients seeking to participate in the MP base on
the seriousness of their need, conbined with their ability to
benefit from addiction treatment at a reasonable cost. Sensitive
priority judgenents will be made by the MIP staff, in consultation
with the MIP Advisory Board (see section H. The standard used
both by MIP staff and the Advisory Board will be the best interests
of the addicts seeking treatnment and the conmunities being served.
The MIP nmust be aware that the demand for addiction services vastly
exceeds the available funding, so that a fair, practical and
flexible systemof priorities needs to be naintained.

2. Managenent Information System (MS) Requirenents

A responsive, sophisticated managenment information systens
capability will be the key to integrating the MIP. The MS w |
provide renpte site case managenent, evaluation of treatnent
facilities, followup data, and accounting functions. The central
office will require a conputerized MS systemto support the
fol | ow ng:

a. Case nmanagenent: denographic and intake data and weekly

treatment activity including referrals, the client's

Clinical manager in the treatnment process, other agency

14



(probation, parole) jurisdictional responsibility and
name of supervisor, and the outcone of treatnent;

b. Treatment availability: current information on treatnent
centers by geographic location, type of treatnent
available, number of slots available, type of client
accepted, cost of treatnment, and length of treatnent.

C. Fi nanci al managenent : contractual grants managenent
capability for entire project and for project conponents
including total dollars allocated per client, source of
mat ch dollars frontreatnentproviders, cost of treatmnment
services to-date, and aggregate match dollars to-date.

It is expected that such a systemw ||l use a currently
avai |l abl e software package, nodified, if necessary, for the project
requirements. The software selected should not be held solely by
one vendor, but should be generally available and easily programred
and maintained by a variety of conputer support organizations.
Prior to a decision regarding purchase, nodification, and
i npl ementation of such a system a detailed hardware and software
systens analysis should be undertaken that fully describes the
system requirements.

The feasibility of renote site conputerized data entry and
el ectronic transfer of information should be explored at the
systens design stage of devel opnent to support the treatnment
facilities that have the capability. For those sites that do not

have such capability, MIP conputer forms should be devel oped,
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preferably to be read into the central admnistrative systemby an
optical character scanner
B. The Cdient Popul ation

1. Selection of Cients to be Served

The legislation specifies certain popul ations at high risk of
drug abuse. Wthin the nmetropolitan Washington, DC area, the
client pool in any given category is larger than the available
treatment slots. In order to derive the highest treatment benefit
for available dollars, priority will be given to clients referred
fromand nonitored by either the local crimnal justice system or
by a local child protective services agency. Wrking jointly with
probation or parole officers, or with case workers from ot her
agencies, the MIP case manager and the treatnent staff will be able
to provide continuity of care and supervision. Wthin the pool of
targeted high-risk substance abusers, those with the highest
predictors for successful treatment outcome will be selected.

Cients seeking adm ssion to the MIP will be eval uated at
designated intake facilities using MP procedures that include a
patient profile and an assessnent of the severity of the patient's
probl ens.

2. Total Nunber of Cients in Year One

It is expected that 30 clients per week will be enrolled, and
that the total number of clients seen in the MIP at any one tine
will total 750 clients. Cients will be considered to be in active
treatnent only if seen at least once in the prior nonth with a

urine test to verify drug-free status.
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c. Selection of Providers

Wthin each of the 8 jurisdictions, it is expected that nost
current providers of addiction treatnent services will want to
participate in the MIP. As an initial project stage, an
announcenent of the project's design and terns of participation
wll be distributed to all eligible public and private treatnent,
providers within the netropolitan Washington, DC area, followed by
a technical briefing describing the project requirements and
objectives for all interested agencies and organi zations. A
treatment organizations from each jurisdiction will be accepted for
the initial project if they neet the requirenents for addiction
treatnment providers within their specific jurisdiction, and
following a site visit by an MIP case manager. Sel ection
paraneters will include the range of treatnment services offered,
type of clients served, cost, client outconme data, and wllingness
to cooperate with MIP systens and objectives. Preference will be
given to providers currently providing services to clients in the
desi gnated hi gh-risk popul ations, and to providers who wll tailor
prograns to respond the needs of these popul ations.

Shoul d MIP funds be expanded following the initial pilot year,
additional treatnent capacity will be added. As a part of the
central admnistrative function, treatment providers will receive
ratings for particular types of clients based on objective
treatment outcome and cost neasures. Public recognition wll be
given to highly rated programs, while technical assistance will be

provided to lower performance providers by the central office using
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peer counseling from successful programs in response to problens
identified by the MIP system

The MIP will use not only publicly funded and private-
nonprofits, as specified in the legislation, but over tinme wll
seek to include private for-profit providers of addiction treatment
in the hopes that this added conpetition will benefit all. The
objective of the MIP is to create a functioning market for the
addi ction community in which those prograns that can provide
consi stent and cost-effective services will provide |eadership for
the entire addiction treatnent commnity. The standards will be
based on objectively measured results.

Wien gaps are identified in the current addiction treatnent
provider network in the nmetropolitan area, the MIP will work with
current and potential providers of services to fill them Thi s
will not only serve the interest of the MIP clients, but also the
interests of all the addicted people in the netropolitan
Washi ngton, DC area. The MIP process permts the identification of
specific gaps and provides an opportunity to fill them

D. I nt ake

Cients may be referred to the MIP fromthe crimnal justice
system child protective services, or other organization, including
treatment providers throughout the netropolitan Washi ngton, DC
area. In addition, clients may present thenselves as candi dates at
any of the designated intake facilities in each of the
jurisdictions participating in the MIP. Results of a prelimnary

screening instrunent conducted with the client will provide a
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clinical case manager at the central admnistrative office
sufficient information to authorize a conplete MIP eval uation, or
to reject the application.

The intake will be conducted using MPT intake instrunents. A
revised form of the Cinical Intake Assessnent Instrunent, or other
widely used assessment instrument, be used for this purpose. The
MIP will give preference to intake, treatment process, and follow-
up instruments that are used nationally and are easy to use. They
must be brief, and easily nodified for the purpose of the MIP. It
I's essential that the data collection process will not inflate the
cost of treatnment services or burden the intake process or
treatment of clients.

Once the intake is conpleted, the intake counselor wll
t el ephone the case nmnager in the central admnistrative case
managenent office and present the intake information in sunmmary
form If the individual neets entry criteria and a treatnent slot
Is available the client will be accepted into the MIP and assi gned
to a program or the applicant will be rejected. A waiting |ist
w il not be kept. The MIP will operate on the principle of
treat ment-on-demand, to the extent that treatment capacity exists.
The outcone research design may match MIP clients with those not
accepted to determine if there are differences in outcome. Because
addiction treatnent is prolonged and visits to treatnent facilities
are frequent, geographic proximty of the treatment provider to the
client's honme and work will be an inportant factor in treatnent

program assi gnnent .
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E. Treatnent

Mil timodal itytreatmentwi | | be provided by existing addiction
treatment prograns throughout the netropolitan region. The central
admnistrative office will develop and maintain a database of all
participating treatnent prograns. Treatment programs wll be
assessed for eligibility by MIP case managers using criteria such
as duration of operation, staff turnover, nunber of nonths at
existing location, drug testing system client retention,
frequency of client contacts with the program and program
conmtment to long-term treatnent success. Qual i fying prograns
will submt type, duration and cost of treatment information to the
central admnistrative office and wll cooperate wth the
obj ectives and procedures of the MIP.

Mbile units are specifically addressed in the |egislation
establishing the MIP. At present, the City of Baltinore, Mryland
Is operating two such nobile units funded under a grant from the
National Institute on Drug Abuse (NIDA). Mobile units appear to be
most successful when used within a relatively small geographic
ar ea. Moreover, they are costly to equip and difficult to
maintain. In view of the fact that the full funding specified in
the legislation for the nodel treatment programin the metropolitan
Washington, DC area was not authorized in FY 1993, it is
recommended that further study be made of the experience with
mobile units in Baltinore prior to expenditures on such units for
the MIP.

20



The MIP case manager assigned at the time of initial intake to
a particular client will determne the specific treatment program
to which the client will be assigned. Cient preferences wll be
considered as one inportant factor in determning program
assi gnment . If an MIP clients fail in the treatnent programto
which they are initially assigned they can be assigned to an
alternative addiction treatment program by the MIP case manager if
the second assignnent appears to be in the client's and the MTP’s
i nterests. If a client fails at the second addiction treatnent
program or refuses an assignnment nade by the MIP case manager to
a second program then the client will not be accepted back into
the MIP for at |east one year after the termnation of treatnent.
This policy wll reenforce the inportance of staying in treatnent
and ensure that scarce MPT resources are used for the clients nost
likely to benefit fromthem rather than being used excessively by
clients who do not appear to be benefitting fromthe MIP care.

MIP case nmanagers will nmeet clients face-to-face at |east once
within the first nonth of treatment. dients will be permtted to
contact their MIP case nangers directly, and the MIP case managers
will review each client's progress with the client's supervisor
fromthe treatnent program on the tel ephone or in person at |east
once a month. The MIP will develop a data collection system that
will be used for all MIP clients, regardless of which treatnent
prograns they enter. These MIP data collection instruments wll be
used in addition to whatever data is currently collected in each

participating treatnment program
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F. Training and Technical Assistance

Prograns that wish to participate in the MIP, but that do not
appear to have net the qualifying criteria, may appeal that
judgement ot he MIP Advisory Board (see section G) They may also
request technical assistance fromthe MIP central admnistrative
office for program inprovenent or enhancenent or for staff
trai ning.

Programs that are judged to be performng poorly as conpared
to other prograns offering simlar services to simlar clients
within the nmetropolitan Washington, DC area will be given fewer or
no MIP clients while they are offered peer technical assistance
during a probationary period. Follow ng this probationary period,
they will again be given clients to see if their performance has
| nproved. The MIP will hold nonthly educational and training
meetings for all of the netropolitan Washi ngton, DC addiction
treatment community. These neetings will feature presentations by
national and |ocal |eaders in the prevention and treatnent of
addiction. The MIP will conduct frequent training sessions on an
ongoing basis for all providers of addiction services in the
metropolitan area, whether or not they are participating in the
MIP.

G. Fol | ow up

Fol l ow-up client assessnents will be nade at 6 nonths, one
year and 3 years after the termnation of treatment.  Follow up

wi Il be conducted by the MIP case manager in a face-to-face neeting

and will include information regarding urine and hair test results,
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participation in 12-step neetings, and an assessnent of the
client's adjustnent in the community. It is expected that this
function will be provided by an independent contractor as part of
the Mre’s overall evaluation funded separately by the Center for
Subst ance Abuse Treatnent (CSAT).

H. Advi sory Board

The MIP Advisory Board will be responsible for deciding
placement priorities and determ ning when programs have succeeded
or failed in determining future MP client assignments. This Board
w |l be made up of 6-8 community | eaders know edgeabl e about
addiction treatnment and respected by the local addiction treatnent
conmuni ty.

. The Match

An in-kind match of one local dollar for every two federal
dol l ars nust be docunent ed. This is required for central
administrative activities as well as provision of treatnent
services. However, a rigid adherence to the match concept would
have a negative effect on the MIP program objective, as it would
di scourage the provider prograns from an honest statenment of their
costs and would encourage them to inflate their normal costs of
servi ces. The intent of the legislation is to enhance the
addi ction treatment services provided in the area, and not to
replace other funding. This nodel achieves the spirit of that
objective. Each conponent of the MIP nust sign a formal statenent
for the MIP central office indicating how the match requirenents

wll be nmet.
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J. Payments to Service Providers

Each program receiving MIP funding nust sign an agreement that
all of the MIP dollars will be used either to enhance services of
current clients or to provide services to additional clients. The
MIP will negotiate for services with the expectation that the
public interest will be best served by a well-functioning
intelligent narket system of conpetition to provide high-quality,
managed cost care.

The MIP will negotiate a daily rate for treatnment services
with each prospective treatment provider. |t is anticipated that
the daily rate will be the rate now paid to each program from
public or private funds for simlar services. It is not expected
that the MIP will receive a discounted or subsidized rate. A
reduced rate for the MIP would have the perverse effect of
requiring other clients in treatnent at these prograns to subsidize
MIP care, thus making those services nore expensive and/or |ess
accessi bl e. The MIP is designed to enhance and extend addiction
treatment to all in the metropolitan area.

The MIP will identify the daily costs for the full range of
servi ces provided to al cohol and drug addicts by participating MP
treatment providers and will nonitor these costs. The MIP will pay
the participating treatment prograns their daily rate, as
negotiated in advance, for the MIP clients in treatnent for the
duration of their care. Payments will stop as of the |ast day
clients received services on-site at the treatment program  For

all treatment providers a visit frequency of less than twice a week
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must be approved by the MIP case nmanager. Under no circunstances
will client visits of |less than one tine per nonth be accepted for
MIP paynents. It is expected, for purposes of initial planning
that the average cost of an MIP case will be $4,000 per client year
of care, and that 90% of the care will be on an outpatient basis.

When det oxi fication services are required, non- nedi ca

detoxification will be the priority assignment category, in order
to control costs.

Over tine, efforts wll be made by the MIP to bring down the
costs paid by the MIP for services, as efforts are made by the MIP
and the providers to raise the effectiveness of services as
nmeasured objectively by specific outcome results. Providers at the
high end of the cost scales will be nade aware of this fact, and an
effort will be nade to understand why their costs are higher than
at prograns offering simlar services. |f the higher costs are
justified by superior outcone results, then the MIP may encourage
nore costly and better treatnments at other addiction treatnent
prograns in the MIP system [If, on the other hand, the added costs
are not reflected in superior results, then efforts will be nmade by
the MIP to lower the elevated costs. The efforts both to inprove
quality and to |ower costs will be nmade by the MIP with ful
respect for different types of addicts and for their varied needs.
Respect will be shown for the varied circunstances of addiction
service providers. The MTP’s goals are not to punish poor

prograns, but to reward good prograns and to enhance and inprove

the services and Ilower the <cost of all providers in the
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netropol itan Washington, DC area. The MIP system provides for the

first tinme, a systemfor inproving the quality and cost performnce
of all of the addiction treatnment services in the netropolitan
Washi ngton, DC area.

All of the dollars that each of the treatnent providers
receives fromthe MIP nmust be used to enhance current services or
to extend services to additional clients. None of it nmay be used
to replace other funding received by the treatnent provider. The
MIP will develop formal contractual relationships with each
participating treatnent provider to ensure that these terns are
nmet. At the end of each year each participating treatment program
must give the MIP a report stating how all of the noney used from
the MIP was used. The MIP funding will be subject to formal audit
procedures by the MIP to ensure conpliance.

XC. cost

The MIP wi ||l be phased in to full capacity depending on the
availability of funds in FY 1993. See Figure 1 for a proposed
fully operational year one estimate of costs expected to be covered
by federal funds.

The MIP central adm nistrative office wll be expensive,
especially during the initial start-up period, when it will consune
approxi mately 20% of total federal funding. Over time the MIP will
recover the costs in terns of higher quality of care and managed
cost containment not only for the MIP clients, but for all addicts
being treated in the netropolitan area. The MIP can becone a

powerful force for good in the entire commnity.
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Once it is established, the MTP will be adm nistered w thout
great adm nistrative demands. The major challenge is to establish
the MIP so that the goals and the techniques are clearly defined

and the systens to achieve these goals are functioning snoothly.
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Figure 1
Model Treatment Program

Year One Budget (Prelimnary)

Central Admnistrative Ofice

Per sonnel
Adm ni strator $ 45,000
Case Managers* (8 x $35, 000) 280, 000
Tr ai ner 40, 000
Fi nanci al Manager/ Anal yst 40, 000
Bookkeeper 20, 000
Comput er Data Entry (2 x $18, 000) 36, 000
$ 461, 000
Overhead @ 25% 116. 000
Subt ot al ** $ 577,000
Pavment to Treatnent Providers
$4000/patient/year x 605 patients $2,423,000
Tot al $3,000,000
* Case | oad of approximately 75 clients each
*x Central Office Costs = 19% of the total budget
Note :  Fractional nunbers have been rounded to the nearest

thousand.  This budget is for discussion purposes only.
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Appendi x A

Legi sl ation
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Appendi x B
Advi sory Committee

Chai r person:

Robert L. DuPont, M D.

Pr esi dent

Institute for Behavior and Health, Inc.
6191 Executive Boul evard

Rockville, Maryland 20852

Members of the Committee:

John Carver, Esq.

Director,

District of Colunbia Pretrial Services Agency
400 F Street, NW

Washi ngton, DC 20001

Lee |. Dogol of f

Presi dent

Enpl oyee Health Prograns

6550 Rock Spring Drive
Suite 280

Bet hesda, Maryland 20817

Howard Hof f man, M D.
Presi dent
Foundation for Contenporary Mental Health
2112 F Street, N W
Suite 404
Washi ngt on, DC 20037

John A Jackson, Jr.

Pr esi dent

John Jackson Associ ates
P. O Box 40038

Washi ngton, DC 20016

Eric D. Wsh, Ph.D.

Di rector

Center for Substance Abuse Research
4321 Hartwick Road

Uni versity of Maryland

Col | ege Park, ND 20740

Representatives fromthe Center for Substance Abuse Treatnent:
Jerone Jaffe, MD.

CSAT Assistant Director

5515 Security Boul evard

Rockwall |1, 9th Fl oor

Rockvil | e Maryl and 20857
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Charlene Lewis, Ph.D.
CSAT Project Oficer
5515 Security Boul evard
Rockwall ||, 10th Fl oor
Rockvill e Maryland 20857

Her man D esenhaus, Ph.D.
5515 Security Boul evard

Rockwall ||, 10th Fl oor
Rockville, Maryland 20857
Ron Smth

5515 Security Boul evard
Rockwall |1, 10th Fl oor

Rockville, Maryland 20857

Edi th Youngbl ood

5515 Security Boul evard
Rockwall |1, 10th Fl oor
Rockvill e Maryland 20857

Institute for Behavior and Health Staff:
Helen S. DuPont, MBA
Proj ect Mnager

Keith E. Saylor, Ph.D
Director of Research

Sarah Shiraki
Research Associ ate
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Appendi x C
National Advisory G oup

M. Mark Bencivengo
Coor di nat or
O fice for Drug and Al cohol Abuse Prograns
Department of Public Health
1101 Market Street
Suite 800
Phi | adel phia, PA 19107

Shirley Coletti

Pr esi dent

Qperation PAR

10901- C Roosevelt Boul evard
Suite 1000

St. Petersburg, FL 33716

Dr. dinton Dye

Proj ect Connect

1422 \\est Peachtree
Suite 425

Atlanta, Georgia 30309

D. Paul Moberg, Ph.D.
Center for Health Policy and Program Eval uation
433 West Washi ngton Avenue
Suite 500
Madi son, Wsconsin 53703
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